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ds.2012.1Abstract Crohn’s disease (CD) is a granulomatous inﬂammatory bowel disease (IBD) of unknown
etiology, classically presenting with abdominal pain and diarrhea as the ﬁrst symptoms. Only 5–
10% of patients may have skin manifestations as the initial clue to the disease (1). We present a case
of a 9 year old girl whose diagnosis of CD had been delayed due to lack of gastrointestinal (GI)
symptoms, and a presentation of vulvovaginal maceration and perianal skin tags masquerading
as child abuse. After thoroughly evaluating the patient, our suspicion of CD was conﬁrmed by
lower GI endoscopy.
ª 2012 King Saud University. Production and hosting by Elsevier B.V. All rights reserved.1. Case report
A 9 year old girl was noticed by her mother to have constantly
stained underwear.
Upon systemic review, there was no abdominal pain, diar-
rhea, fever, night sweats, or loss of appetite.
1.1. Physical examination
The patient seemed apathetic and depressed, avoiding eye con-
tact and questions. Examination of the genital area revealed
erosions on the labia majora and minora with foul smelling66 38980742.
(S. Al-Breiki).
Saud University.
g by Elsevier
y. Production and hosting by Else
2.001blood tinged pus discharging from the vagina (Fig. 1). Wart-
like projections were observed in the perianal region.
There was no lip swelling, but oral examination revealed gin-
gival hypertrophy with a smooth surface and no ulcerations
(Fig. 2). The tongue and the rest of the oralmucosawere normal.
The scalp showed a diffuse pattern of hair loss.
The patient’s skin was xerotic with persistent hand eczema
(Fig. 3).
The nails showed ﬁrst degree clubbing (Fig. 4).
 The differential diagnoses that have been considered
during the period of investigation and follow up were:
sexual abuse with condyloma accumminata or condylo-
mata lata, Plasma cell oriﬁcial and vulval mucositis,
Connective tissue disease, Malignancy associated dis-
ease, Congenital malabsorbtion disease, Severe infec-
tions as mycobacteria, parasites and IBD speciﬁcally
CD.
 Gynecology, psychiatry, dentistry and GI clinic referrals
were done during the period of investigation.vier B.V. All rights reserved.
Figure 2 Gingival hypertrophy.
Figure 3 xerotic eczematous changes on palmar aspect of
ﬁngers.
Figure 4 Clubbing.
Figure 5 Biopsies from both skin tags and labia majora revealed
hyperplastic keratinized stratiﬁed squamous epithelium, with a
heavy inﬁltrate of predominantly plasmacytic mononuclear cells,
with thick walled blood vessels.
Figure 1 erythema and edema and pus discharge in labial area.
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Vaginal swabs grew cultures of group B streptococcus, and
staphylococcus aureus.Laboratory test revealed Iron deﬁciency anemia, Hypoal-
buminemia, elevated ESR (95 mm/1st hour), and a roulleaux
formation on peripheral blood smear. Protein electrophoresis
results showed a Polyclonal gammopathy. Screening for all
sexually transmitted diseases, ANA, ANCA, TSH, occult
blood in stool were negative.
Biopsies from skin tags and labia majora revealed hyper-
plastic keratinized stratiﬁed squamous epithelium, with a
heavy inﬁltrate of predominantly plasma cells, with thick
walled blood vessels (Fig. 5).
Finally, a Lower GI Endoscopy conﬁrmed the diagnosis of
CD with a ﬁstula extending from the rectum into the vagina.
2. Discussion
CD is an IBD of autoimmune etiology. It is a systemic disease,
as it affects various organs such as the eyes, skin, joints,
A Crohn’s disease rectovaginal ﬁstula in a nine year old girl masquerading as a case of sexual abuse, and literature review 27kidneys, liver, biliary tract and vasculature (Danese et al.,
2005). It may also be associated with other autoimmune dis-
eases. Although commonly presenting with abdominal cramps
and diarrhea, CD may present with extra intestinal manifesta-
tions (EIM) without any GI complaints, an entity termed oc-
cult CD (Bahadursingh and Longo, 2005).This is more
common in children. Folshade et al. performed a large cohort
study on pediatric patients with CD that showed at least 6%
with EIM prior to the diagnosis of CD, and 29% developed
it during the 15 years after diagnosis (Folshade Adebisi
et al., 2009).
The skin can be the ﬁrst organ involved in as many as 10%
(Danese et al., 2005), more commonly in the pediatric age
group (Ploysangem et al., 1997), and 20% of patients develop
skin ﬁndings during the course of the disease (Danese et al.,
2005). Metastatic CD is conﬁrmed when a skin lesion com-
monly nodules at sites away from the GI tract show granulo-
mas on histopathology. This is a rare ﬁnding (Lebwohl,
1998; Hoffmann and Kruis, 2004). More frequent are the skin
ﬁndings resulting from the direct involvement of CD to areas
adjacent to the GI tract, and reactive and nutritional compli-
cations. Mucocutaneous ﬁndings can be the ﬁrst clue to the
disease (Ploysangem et al., 1997; Yu et al., 2006), more com-
monly in adults. However, genital ﬁndings have been observed
more in children (Yu et al., 2006), and in patients with colon
involvement (Lebwohl, 1998; Greenstein et al., 1976).
Vulvar involvement in CD is rare (Schulman et al., 1987),
and can be a result of direct extention from a ﬁstula causing
an irritant dermatitis (Edward et al., 2001), as in our case.
The involvement can also be symmetrical, asymmetrical or in
the form of abscesses, edema and ulceration, or granulomatous
extention resulting in hypertrophy (Yu et al., 2006; Edward
et al., 2001; Kuloglu et al., 2008; Metastatic Crohn’s disease,
1999).
Perineal and anal lesions (PAL) in CD are quite common
during the course and the ﬂares of the bowel disease, but only
5% present with anal lesions alone (Bahadursingh and Longo,
2005). This has been shown to be more common in children.
Bellaiche et al. report on 47% out of 92 cases of childhood
CD who presented with PAL. Such lesions occurred at a mean
age of 11.4 years. They developed before the diagnosis of the
bowel disease in 25% of the patients, and in almost 50% of
the patients during the course of the disease, 70% of which
had recto sigmoid involvement (Bellaiche et al., 1998).
Perianal area can present with abscesses, sinus tracts, ﬁstu-
lae, ﬁssures, cribriform scarring (Lebwohl, 1998). Skin tags are
the most common perianal skin ﬁnding in CD and may become
swollen and enlarged. Garg et al. reported a case of CD mas-
querading as perianal warts (Garg et al., 2002). Whereas these
tags commonly show a granulomatous histological picture
(Taylor et al., 1989), plasma inﬁltrate with no granuloma is
not uncommon (Dudeney, 1969; Croft and Wilkinson, 1972).
Our patient’s repeated biopsies of the skin tags and labia ma-
jora revealed a predominantly plasma cell dermal inﬁltrate
with no granulomas.
Perianal and genital signs can cause confusion and delay in
the diagnosis of CD (Glabraith et al., 2005; Edward et al.,
2001; Beasley et al., 1992) as they may mimic various diseases
such as LGV, mycobacterium, actinomycosis, cellulitis, neo-
plasms, syphilis, sarcoidosis, Behcets disease, lymphyedema,
hydradenitis suppurativa (Yu et al., 2006) or Zoon balanitis
(Bharti, 2003). The initial suspicion of sexual abuse in ourpatient is a common pitfall in diagnosing children with occult
CD (Garg et al., 2002; Chariot et al., 1999; Swerdlin et al.,
2007; Al-Jasser and Al-Khenaizan, 2009; Stratakis et al.,
1994; Porzionato et al., 2005). This comes to no surprise as
children with CD are more prone to apathy due to nutritional
depletion (Prantera and Korelitz, 1996) as well as true psycho-
logical depression and poor body image (Dudeney, 1969) that
may raise the physicians concerns further.
Psychosocial dysfunction in this chronic debilitating illness
should not be disregarded. Psychological and nutritional inter-
vention are relevant in the overall management.
Oral ﬁndings in CD as cheilitis, aphthous ulcers and cobble
stoning of the gingiva are well established, and may precede
the disease in 60% of patients (Plauth et al., 1991). Our patient
presented with gingival swelling. This is a rare but reported ini-
tial ﬁnding (Ojha and Cohen, 2007). Therefore, CD should be
kept as a differential diagnosis in patients with progressive gin-
gival swelling even if no abdominal signs are present (Ojha and
Cohen, 2007; Glabraith et al., 2005; Plauth et al., 1991). Ecze-
ma in CD can be a result of nutritional deﬁciencies, but studies
have shown an association between CD and history of bron-
chial asthma, urticaria, and atopic family history (Javett
et al., 1973).
The laboratory investigations can give clues to the diagnosis
of CD by ﬁndings such as anemia (Schreiber, 1997), hypoalbu-
minemia, mineral and vitamin deﬁciencies (Geerling et al.,
1998), as well as signs of inﬂammatory reactions as ANCA
(Ehrmann et al., 1996), elevated ESR, a suspicion of gammop-
athy in peripheral blood smears showing RBC rolleaux forma-
tion (O’Connel et al., 2005) and a conﬁrmatory protein
electrophoresis showing polyclonal gammopathy (Dispenzieri
et al., 2001), as was the case in our patient with microcytic
hypochromic anemia, iron deﬁciency, hypoalbuminemia, rou-
lleaux formation and polyclonal gammopathy.
Anemia is a common ﬁnding in active inﬂammatory bowel
disease and ranges from 30–70% (Schreiber, 1997), and may be
the ﬁrst manifestation preceding other signs. In our case, the
anemia was due to iron deﬁciency, and iron supplementation
was initiated. Other nutritional deﬁciencies include calcium,
copper, magnesium, zinc and selenium deﬁciencies, which
may result in associated skin ﬁndings such as eczema and hair
loss, both of which our patient was suffering from Geerling
et al. (1998).
Our patient was also noticed to have a mild degree of club-
bing which is considered one of the mucocutaneous ﬁndings
associated with IBD (Karnath, 2003).3. Conclusion
Crohn’s disease can mimic sexual abuse in its presence of skin
tags resembling genital warts, ulceration and swelling of geni-
talia in an apathetic depressed looking child. It is not uncom-
mon in children for skin lesions to precede the systemic
complaints, so dermatologists can play a crucial role in early
diagnosis and referral of CD.References
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